determines its suitability for use prior to its activation. During the setup procedure, pacing pulses are delivered using the programmed LV pacing configuration at progressively declining output beginning at 4.5 V down to 0.25 V. With each pulse, the evoked response is measured from the electrode serving as the cathode (in this example, the second/middle electrode from the tip of the quadripolar lead, or M2) and the generator can, to confirm successful ventricular capture or lack thereof, and to assess for noise that may be mistaken for capture. Each left ventricular (LV) pacing pulse is normally followed by a nearly simultaneous backup/"rescue" pulse via the right ventricular (RV) lead (which of course is absent in this patient) to prevent loss of capture (LOC) by a subthreshold LV stimulus and to avoid phrenic nerve stimulation with high output "rescue" LV pacing. During this patient's LVCap™ Confirm setup shown in Automatically adjusted pacing outputs have gained widespread popularity and have become standard features in pacing systems. A pacemaker's capability to measure pacing threshold and adjust its output accordingly has significant diagnostic and therapeutic implications. The ability to review measured threshold data may reveal trends signaling potential lead problems. More importantly, these features enhance pacing safety by assuring capture and allowing reduction in pacemaker battery consumption, consequently extending pacemaker longevity. [1, 2] The presence of a permanent transvenous ventricular pacing lead has been associated with worsening tricuspid regurgitation when such leads traverse both native tricuspid valves as well as surgically repaired valves using annuloplasty rings. [3, 4] In our index patient, the presence of tricuspid valve bioprosthesis resulted in our decision to implant a pacing system incorporating only atrial and LV leads without an RV lead, to possibly prevent premature prosthetic valve regurgitation and degeneration.
This approach of endovascular LV pacing via the coronary sinus without an RV lead has been reported with satisfactory results. [5, 6] While offering substantially more pacing options, the use of a quadripolar LV lead mandated the use of a quadripolar-compatible biventricular pacemaker pulse generator. This particular pacemaker model only allowed for safe operation of automatic LV output adjustment with the concomitant presence of an RV lead as described above, to avoid loss of ventricular capture. While a relatively uncommon scenario, the LVCap™ Confirm algorithm should be avoided whenever problematic RV lead behavior is observed or when RV lead is altogether absent, of special importance in patients with pacing dependence.
In this patient, further attempts to activate this feature were ultimately abandoned and fixed LV pacing output was programmed.
